Delayed discharge and hospital congestion
One nettle to be grasped is discharging patients against their or their families' wishes . . .
Editor-Black and Pearson identified the complex factors driving up length of stay and causing palpable tensions in every hospital in the United Kingdom. 1 The NHS is unique among health services in having no effective lever to discharge patients who no longer require hospital care. Black and Pearson say that patients can elect to remain in hospital until a final placement is found. In reality it is not so much patients seeking placements at rest homes and nursing homes but their families, who have the power to adopt an approach of masterful inactivity to discharge.
In North America and most of Europe powerful financial incentives mitigate unnecessary delays to discharge from hospital. We have the ludicrous situation whereby many frail acutely ill elderly people are being discharged home too early in an attempt to reduce their length of stay by one or two days, with all the concomitant risks of failed discharge and readmission. At the other end of the spectrum many discharges grind to a halt, with inordinately long length of stay far outweighing the occupied bed days saved by risky premature discharge. We are compromising the care of acutely ill elderly people at the expense of neglecting the delayed discharges of a relatively small number of patients with very long length of stay.
In our own unit a spot survey in October last year showed that out of 398 beds in the department, 152 were occupied by patients whose discharge had been delayed. Of the 172 patients in continuing care, four were deemed to have had their discharge delayed owing to patient or family choice. These patients had an average delay of about 210 days from the time they were deemed fit for dischargethe equivalent of lopping two days off the length of stay of 100 acute patients.
We need to tackle the politically sensitive issue of discharging patients from hospital against patients', or more realistically patients' families', wishes rather than invest huge effort in trying to prevent admission of acutely ill patients with a variety of ill conceived and untested initiatives for intermediate care. We suspect that this will not happen so long as politicians and policy makers fear the adverse publicity from a few Answers to question: "Would you like a working pattern of 56 hours or less in shifts of no more than 13 hours" by grade. Values are numbers (percentages) of doctors Senior house officers' and specialist registrars' preference for working 13 hour shifts in 56 hour week by intended specialty individual cases more than the less dramatic media coverage of delayed discharges and cancelled operations.
. . . and another is primary care occurring in hospitals
Editor-Black and Pearson draw attention to the issues that lie behind congestion of hospitals. 1 But there is a nettle to be grasped here. Are more patients being inappropriately referred and admitted to hospital? I think the answer to this has to be yes, although the reasons are complex.
The current government has encouraged the population of the United Kingdom to consider other methods of accessing health care than through general practitioners (NHS Direct, pharmacists, walk in centres). However, hospital assessment is now seen as a "must have" by the patients and their general practitioners, whether it be in an emergency department or a medical admissions unit.
Yet a large proportion of such patients have self limiting illnesses that might in the past have been looked after by their general practitioners. In hospitals, such as ours, where it is now possible for referral to be made by fax, a notable proportion of what is seen on a medical admissions unit is primary care taking place in the secondary care sector. I see no sign of primary care trusts addressing this issue. 
David J Seddon

Emergency pyramid is inverting already
Editor-Turner and Collinson suggestion that it is time to invert the knowledge pyramid in accident and emergency medicine. 1 Triage was shown to be effective many years ago, when 30% of patients needed no further care in an emergency department. 2 Since then it has been shown that creating a one stop system for patients with minor injuries is also effective in reducing waits. 3 Further redesign of having senior staff as the first clinical contact rather than a triage and wait approach is now being used in several emergency departments and is successfully reducing waits. 4 5 For this reason, the NHS Modernisation Agency's emergency services collaborative is hosting a series of national workshops focusing on this new principle of "see and treat" and, with the support of the British Association for Accident and Emergency Medicine and the Royal College of Nursing, will be issuing guidance on establishing such systems. Every emergency department in England was invited to these workshops in November last year.
The principles of "see and treat" draw on the learning of the primary care collaborative that pioneered the concept of advanced access in England. In primary care advanced access is concerned with seeing today's patients today. In emergency care this can be translated to mean seeing this minute's patients this minute. Interestingly, in primary care no increase in activity was noted despite concerns that this might have occurred.
Turner and Collinson also suggest ways of dissuading people with non-emergency problems from attending emergency departments. This resurrects the faded idea of inappropriate attendance that in emergency care has long since been replaced by the concept of an inappropriate NHS response, thus taking the blame away from patients and instead thinking how the service can best meet their needs.
It is perhaps unfair to expect users to know and understand the intricacies of the NHS's complex emergency care system, when the average person visits an emergency department only once every five years and calls an ambulance every 17 years (and for a different condition each time). A more positive approach would be to modernise and improve integration of emergency services to meet patients' needs.
Many staff in emergency departments are working hard to develop local partnership arrangements with primary care, ambulance services, dental services, walk-in centres, minor injury units, local pharmacies, NHS Direct, and others to demystify service provision and improve access for the benefit of patients. The further development of local emergency care networks is also aimed at supporting these changes. 
Managing acute appendicitis
Technology at expense of clinical evaluation will diminish quality of care
Editor-Like many others will have been, I was astonished at the assertion in Benjamin and Patel's leader that mortality from negative appendicectomy (1.5%) exceeded that of appendicectomy for acute appendicitis (0.2%). 1 It is clear from reading their source document, that this is a seriously misleading statistic, the figure of 1.5% representing the mortality of comorbidity rather than that of the appendicectomy itself. 2 In a study of all 805 deaths from appendicitis or appendicectomy in Scotland (population 5 million) over 10 years to 1963, mortality from appendicectomy for appendicitis was 0.62%, and that from negative appendicectomy was 0.06%. Seventy one of the 605 patients (11.7%) for whom clinical records could be studied had previously been treated non-operatively for suspected appendicitis, and 55 of them died from gangrenous or perforated appendicitis. 3 For patients aged 12-29, in whom diagnostic difficulty is greatest, mortality from appendicectomy for appendicitis and for negative appendicectomy was 0.16% and 0.02%; the death rate from missed appendicitis-difficult to calculate exactlywas at least 0.04%.
Attempting to project these results to the then competing management strategies I described as conservative (operating on around 60% of patients admitted with possible appendicitis) and radical (operating on 80% of such admissions) for patients in the age group 12-29, 4 I estimated that avoidable mortality (death from missed appendicitis plus that from negative appendicectomy) from the two approaches was virtually identical at 1.13 and 1.07 patients per 10 000 admissions-figures which then represented 0.6 avoidable deaths per year in Scotland. It is hard to believe that all the advances described by Benjamin and Patel since then can have done all that much to improve these statistics.
Two other observations are relevant. Firstly, appendicectomy but not appendicitis runs in families.
Secondly, conservative surgeons become radical surgeons when dealing with medical and nursing colleagues and their families when they present with possible appendicitis. In this field at least, surgerylike general practice-combines the skills of a behavioural with those of a biomedical science.
Jones ends his review of the contemporary management of suspected acute appendicitis by saying that we can be sure that emphasis on technology at the expense of clinical evaluation will diminish, rather than improve, the quality of care for patients with acute abdominal pain-a truth that surely has much wider applications. 
Neuroimmune appendicitis may be distinct pathological entity
Editor-Benjamin and Patel discussed the management of acute appendicitis. 1 In clinical practice every surgeon would like to avoid unnecessary appendicectomies, and removal of a histologically normal appendix in patients with suspected acute appendicitis has always been a matter of concern.
The authors say that negative appendicectomy has a rate as high as 20%. A histologically normal appendix does not always mean a normal appendix. Some histologically normal appendixes in patients with acute pain in the right iliac fossa contain abnormal concentrations of neuropeptides, which may explain the relief of pain after removal of a histologically normal appendix. 2 3 The abnormal content of neuropeptides and the observed neuronal sprouting, possibly combined with the immunological response, could be part of the pathogenesis of pain in patients with a clinical diagnosis of acute appendicitis and a histologically normal appendix. [3] [4] [5] These data, together with increasing knowledge about the way in which the nervous system and immune cells can interact, imply that neuroimmune appendicitis is a distinct pathological entity. 
Preventing and treating eclamptic seizures
Will magnesium sulphate for pre-eclampsia really help?
Editor-I agree with Roberts et al that the evidence from the eclampsia trial published in 1995 justifies the use of magnesium sulphate for eclampsia. 1 2 However, I
am not yet convinced by the results of the Magpie study 3 that treating all patients with severe pre-eclampsia will have a clinically significant benefit in the setting in which I work.
We have a very busy unit and are critically understaffed, a situation that is probably the norm in many developing countries. We often admit several patients with severe pre-eclampsia a day. Giving magnesium sulphate to all of them would create an increased workload for our unit (administration of magnesium sulphate, monitoring of intravenous infusion if that route is chosen, monitoring of respiratory rates, reflexes, urine output), which might detract from the care we offer other patients.
According to the Magpie study, for every 60 women we treat, we would prevent one case of eclampsia. 3 Would the prevention of this one case be important? We keep all patients with severe pre-eclampsia in hospital. If one has an eclamptic seizure, we manage it appropriately with magnesium sulphate and delivery, and we expect a good outcome for the mother. The women who die or develop severe morbidity from eclampsia in our setting are usually those who have had multiple seizures before they reach hospital. Thus the number we would need to treat to prevent one death or one case of severe morbidity would be many more than 60.
The critical issues in the management of patients with severe pre-eclampsia are appropriate monitoring for complications and appropriate timing of delivery. If these aspects are managed well, I doubt that magnesium sulphate will have a clinically significant impact on the outcome in these patients. Healthcare workers have accepted the method, and complaints of dry skin are fewer than with using other hand hygiene products. 2 3 Alcoholic preparations must of course contain skin emollients such as 1-2% glycerol to prevent drying of the skin. 
Neil F Moran consultant obstetrician
Alcohol handrub removes methicillin resistant Staphylococcus aureus
Editor-Girou et al showed that handrubbing with an alcohol based solution is significantly more efficient than handwashing with antiseptic soap in reducing hand contamination during routine patient care. 1 We conducted a similar study of the efficacy of an alcohol handrub (70% ethanol, carbomer, isopropyl myristate, glycerine, monopropylene glycol, vitamin E, and demineralised water; Guest Medical, Heart disease 4
Other (local medicines, etc) 6
Kent, UK) in eliminating methicillin resistant Staphylococcus aureus from the fingertips of hospital staff at work. The study was conducted in a large district general hospital in north London in December 2001. Altogether, 110 healthcare staff including doctors, nurses, occupational therapists, healthcare support workers, administrators, and porters were approached at random in their area of work on a single day and invited to take part anonymously. There was no prior knowledge of the study. Each member of staff was asked to place prints of their dominant thumb, index finger, and middle finger onto a plate of Baird Parker agar (selective for S aureus). Two squirts (around 0.5 ml in total) from a 50 ml pocket size dispenser of the alcohol handrub were then sprayed onto their hands, and they were asked to apply this as they would normally-with no extra instruction. After the alcohol was allowed to dry fully, fingerprints were taken again in the same way onto a fresh agar plate. Plates were incubated at 37°C for 48 hours.
Typical colonies were confirmed as S aureus and checked for methicillin sensitivity in the normal way. We found that before using the handrub 25 of the 110 staff formed one or more colony forming units of methicillin resistant S aureus from their fingerprints. Most grades of staff had some positive results, although most of the positive results were from those working in two or three specific areas in the hospital. After using handrub only three members of staff grew colonies from their fingerprints.
This illustrates the efficacy of an alcohol handrub in reducing hand contamination with methicillin resistant S aureus at work. We plan to repeat the exercise every quarter both as surveillance and as a useful practical educational tool for staff. 
Arti Thakerar fourth year medical student
Outdated drugs may be useful
Editor-The personal view by WoolrichBurt about her work in Nepal highlighted many of the problems of trying to provide healthcare in poor countries.
1 Examples include the inappropriate medicines that may be donated and freighted out at considerable cost, the precious money wasted on multiple consultations, and the belief that the more medicines swallowed the more effective the cure.
I disagree with just one of her pointsthat outdated drugs should be thrown away. Often in situations pertaining to developing countries, the alternative to outdated medicine is no medicine at all. When we had more surgery to do than we had anticipated I have used lignocaine at least 10 years out of date, stored away in a hospital pharmacy in the middle of the country, without any apparent loss of its effect. I have found that even biologically active drugs such as freeze dried hyaluronidase seem to retain their potency even years after an expiry date. When unable to sleep because of jet lag, I have benefited from very outdated temazepam.
This issue of drugs-or even of sterile wrapped equipment, such as intraocular lenses-that are past their expiry date is unfortunately an extremely sensitive one with customs officials and the like in developing countries. I understand the point of view of someone without any scientific training who sees a label stating that something has expired on a certain date and feels it is his or her responsibility to destroy or confiscate it to protect the country from the condescending benevolence of the rich Western world.
The reality is that medicines do not expire: patients expire. Medicines, like old soldiers, just fade away, usually very, very slowly. It would be much better for all concerned if medicines were instead labelled in a manner such as "after xxx [date] this drug can no longer be guaranteed to be 100% effective, especially if it has been stored in hot or very light conditions."
John Sandford-Smith emeritus consultant ophthalmologist Leicester LE2 2PE jsandfordsmith@compuserve.com
Sustaining medical education is difficult in poor countries
Editor-Broadhead and Muula describe the problems and achievements in creating a medical school for Malawi from scratch. 1 The hailed success in its first 20 years since inception mirrors most medical schools in sub-Saharan Africa. The bigger challenge is sustaining the future of the school. The reasons for failure of most medical schools in sub-Saharan Africa must now be studied. The failings of institutions in resource rich countries must also be assessed while appreciating ongoing success.
Case by case analysis of medical schools in sub-Saharan Africa would show an excellent first 10 years followed by a general downward spiral. History over the past 45 years clearly shows this pattern throughout Africa. The current international reputations of the schools are not similar to those during their first 10 years, although esteem for South African institutions remains much higher.
The reasons are complex. Few are inherent to the medical school, most resulting from external forces beyond their control. These include civil wars, civil strife, political instability, lack of appreciation of local talent and advice, diminishing health budgets in real terms, and economic misdirection.
It has not been easy in neighbouring Zambia for its only medical school, which is 34 years old. Although the school is in one of the most peaceful countries on earth, it is subject to the vagaries of the national economy. Multiple collaborations with institutions abroad seem, however, to be slowly rekindling some lost reputation.
Malawi medical school must develop a firm foundation that will not crumble when external aid dwindles. In a resource poor setting the delivery of medical education is more challenging. 2 The medical school's successful first 10 years should not be naively accepted but used to make sure that history does not repeat itself. 
Alosetron for irritable bowel syndrome
Senior vice president of GlaxoSmithKline responds
Editor-As the senior doctor at GlaxoWellcome and GlaxoSmithKline who participated in all of the key meetings that resulted in the withdrawal of Lotronex (alosetron) and the subsequent approval for reintroduction, I feel compelled to reply to both the article and editorial on alosetron. 1 2 Moynihan sees a complex web of intrigue where none existed, at least from the viewpoint of GlaxoWellcome and GlaxoSmithKline. 1 Here are the key elements of the story from our position.
We had a medical disagreement with the Food and Drug Administration about the aetiology of the serious adverse events occurring in patients taking alosetron. In November 2000 we had several meetings with the administration, which led to a meeting on 28 November where we realised we could not come to agreement on certain key matters. Reluctantly, we decided that we had no viable option but to withdraw the drug voluntarily.
Having withdrawn the drug, we had no intention of reintroducing it. But thousands of patients contacted both us and the Food and Drug Administration to emphasise the benefits of the drug. It was these pleas that led GlaxoSmithKline and the Food and Drug Administration to try to find common ground to reintroduce the drug. This culminated in April 2002 in an advisory committee, where a full and transparent review of all available data was undertaken.
Over the past 20 months we have worked with the Food and Drug Administration to find a way forward for this drug that will balance safety concerns and practicality in prescribing with the clear desires of patients to have an effective treatment for irritable bowel syndrome. People who were at the advisory committee could not fail to have been moved by testimonies from patients whose lives had been changed by alosetron.
The implication that we were somehow in collusion with the Food and Drug Administration is not true. The pharmaceutical industry is highly regulated, and everyone in industry accepts and respects the Food and Drug Administration's authority.
The articles by Moynihan and Lièvre have clouded the subject of the reintroduction of alosetron by misrepresenting the facts. I hope this helps clarify what happened-at least from our point of view. Also, let's not forget who is the ultimate beneficiary-the patient with irritable bowel syndrome for whom alosetron is an effective treatment. 
Risks of using alosetron are still unknown
Editor-The discussions of alosetron for irritable bowel syndrome in the 14 September issue were disappointing because the quantitative estimates of risk are unreliable; those cited seem to have been based on reports of events for which causality has not been established. 1 2 Lièvre cites an incidence for severe constipation of one in 1000 patients treated for six months and extrapolates to say that if 2 million patients received alosetron, it might result in 2000 cases of severe constipation. 1 As quoted by Thomas Permutt of the US Food and Drug Administration, the incidence of severe constipation with alosetron was 11 in some 11 000 patients. 3 The incidence with placebo was three in some 3000 patients-which is also one in 1000-so it cannot be inferred that treatment of 2 million patients would result in 2000 cases.
We need to know the absolute risk increase associated with the use of alosetron. This would lead to the more relevant calculations of the number needed to treat to result in one of the complications associated with alosetron, and the 95% confidence intervals on those numbers.
The size of the risk associated with alosetron seems to be still unknown. Even the quoted statement by GlaxoSmithKline of a fivefold increase in the risk of developing ischaemic colitis 2 is not very helpful without the absolute risk, the number needed to treat, and the confidence intervals. Much of the controversy discussed in these articles is meaningless without a better quantitative understanding of the size of the risks involved. 
Robert H Palmer medical director
Preventing stroke with ramipril-authors' reply
Editor-Our publication of the effects of ramipril on stroke should be taken in the context of the main publication that described the effects on a number of major clinical outcomes and provides the necessary information to calculate the number needed to treat. 1 2 When one considers all major vascular events prevented, the number needed to treat with ramipril to prevent one event is extremely small (table) The side effects of ramipril are described in our main paper, and none of them offset the clinical benefits. Parmar's cost effectiveness analysis is incorrect as it does not take into account the prevention of vascular events and related hospitalisation. 3 In a formal cost effectiveness analysis, the use of ramipril for five years is cost neutral. 4 Yudkin speculates whether the benefits in the HOPE study can be achieved with other blood pressure lowering agents.
3 This is not known. The HOPE results are supported by the heart failure trials in normotensive individuals and in two trials. Ramipril was superior to amlodipine in reducing mortality despite similar blood pressure lowering in the recent African American study of kidney disease and hypertension (AASK). 5 The losartan intervention for endpoint reduction (LIFE) study showed that in people who have hypertension and left ventricular hypertrophy, losartan, an angiotensin-2 receptor blocker, significantly reduced major vascular events by 13% compared with atenolol, despite achieving similar blood pressure lowering. 6 These data indicate that drugs that block the renin-angiotensin system have benefits beyond blood pressure lowering in people at high risk.
Hand in hand with an increase in travel we can expect a similar increase in travel related morbidity, and therefore a need for effective, accessible, and appropriate pretravel health advice. We were encouraged by the recognition of travel medicine as an important role of the United Kingdom's public health service. 2 We were, however, disappointed at the review's emphasis on vaccine preventable disease, including hepatitis A (81 cases in 2000), which from surveillance data provided by the Public Health Laboratory Service shows a fall in cases over the 20 year period. 3 Likewise, the number of cases of imported malaria has remained static over this time, despite the threefold increase in travel.
The Foreign and Commonwealth Office consular report highlights 1843 deaths in United Kingdom residents abroad during 2001; road traffic accidents, drowning, and suicide were the commonest causes of death after medical causes. 4 Diarrhoea, although not usually a cause of serious morbidity, affects up to 70% of tourists on package holidays in tropical counties. 5 Risk assessment is important to rationalise pre-travel preparation, but the advice needs to reflect the health risk and not the interventions available. The emphasis on vaccination for low risk travel may give a false sense of security and encourage unsafe eating and drinking. Failing to advise on the management of diarrhoea, a much more common event, may lead to dehydration and admission to hospital.
Morbidity associated with behaviourfor example, sexually transmitted disease and solar and skin associated problems, alcohol related traumas, and injuries from recreational activities-makes up the main proportion of illness associated with travel. Prevention of these and the other diseases mentioned above requires effective advice and good communication between travellers and their advisers.
The emphasis on vaccinating travellers rather than advising them is a widely held misconception and needs to be corrected. Health promotion and health education need to be the focus of pre-travel consultations. Risk assessment should be based on a broader view than administering drugs and vaccines. 
Screening populations at low risk carries high risks
Editor-In their key points Lu-Yao et al say that the lack of association between more intensive screening and treatment and lower mortality from prostate cancer means that trials should continue to settle this question. 1 More research is the classic conclusion of all studies, but is it true?
Firstly, trials cannot be used to prove that something does not work. That is unethical; there has to be at least a sound presumption that screening will be effective. 2 It is also futile, as newer screening tests will replace the older ones. The clamour for more testing will only increase.
Secondly, even if screening were effective, could it ever be efficient? The risk of any specific cancer is very low. The absolute risk of death from prostate cancer before the age of 75 was 1.33% in the Netherlands. 3 If we assume a risk reduction of 25% (which would be high), the absolute risk reduction is 0.33%, which means that 300 men need to participate in a population screening programme to save one death.
If we take three to five screening rounds in the programme to obtain this reduction (which would be a small number), in 900-1500 cases participants will be at risk of overdiagnosis and overtreatment-known to cause impotence and incontinence-to save one death.
Cancer screening is based on biased information. Benefit is taken for granted but the risks and perils of screening are not mentioned. A simple calculation can easily be made for all screening procedures: numbers of screening procedures, numbers of diagnostic and therapeutic interventions induced, and numbers of disabilities caused by screening compared to numbers of lives saved. Many people will not believe you, which shows that they understand you all too well.
Part of informed consent is that people should be informed of the true, absolute risks, including risks of overdiagnosis and overtreatment. Cancer risk management should learn from cardiovascular risk management, 4 where the risks are many times higher but only populations at increased risk are targeted. 
